Sir, Features of common variable immunodeficiency
I read with interest the article by Harsum et al. 1 The authors state that the diagnosis of common variable immunodeficiency (CVID) is made on the clinical history of recurrent infection, usually of the respiratory tract, in the context of reduced total IgG. However, Some points need to be clarified. Other causes of hypogammaglobulinaemia, for example, nephrotic syndrome and haematological malignancies, must be ruled out before the diagnosis of CVID has been made. So complete blood count with differential, urine protein analysis must be performed. 2 History of medications is also crucial. Corticosteroids, gold salts, penicillamine, antimalarial drugs, sulphasalazine, fenclofenac, phenytoin, and carbamazepine can contribute to hypogammaglobulinaemia. Sir,
Response to Kittisupamongkol
We thank Dr Kittisupamongkol 1 for his interest in our case and for drawing attention to a key aspect of diagnosing primary immunodeficiencyFserum antibody levels reflect rate of production and loss and this can be influenced by a long list of pathologies which must be excluded before diagnosing CVID. We can confirm that our case meets full diagnostic criteria as outlined by the European Society of Immunodeficiency, 2 and that further investigation was undertaken to identify new pathologies such as mycobacterial infection.
Where immune deficiency is suspected, an initial panel of investigations should be undertaken to exclude haematological malignancy autoimmune disease, renal disease, and HIV. A thorough medical, surgical, and drug history should identify iatrogenic immune deficiency. Further investigations to exclude defined cellular immunodeficiency or genetic disorders can be undertaken by the immunology laboratory. Comparison of 54 age-and date-of-referral-matched referrals showed that direct optometrist referrals documented the symptoms and Snellen visual acuity adequately compared with the traditional GP route (100 vs 97.4%). In agreement with Park et al, past medical history was more often documented on the traditional referral forms compared with the direct referral forms (66.6 vs 22.5%). Traditionally, patients diagnosed by their optometrist with cataracts would be referred to their GP and then unto the hospital eye service (HES). A comparison of the time to HES from diagnosis, showed a significant reduction in time-to-first appointment with direct optometrist referrals (74.9 vs 94.9 days), 2 indicating that streamlining the referral pathway does reduce waiting times. Nevertheless, the involvement of the GP in the referral ensures access to the medical and social history of the patient. Although, this information did not seem to affect the outcome of surgery in the Park et al study, this is probably because the information is subsequently obtained from the patient by the ophthalmologist before surgery and appropriate action undertaken. General medical and social history is certainly useful for triaging patients and referral to the appropriate ophthalmic sub-specialist. GP involvement is invaluable in ensuring the quality of the referral and should be an integral part of education on cataract referrals from community services. We conclude that direct referral through the optometrist is effective but requires participation and co-ordination between services to ensure and maintain quality.
